Objective To explore the impact of diagnostic communication upon the way in which people receive and respond to a diagnosis of chlamydial infection.
Introduction
Chlamydia is the most commonly diagnosed sexually transmitted infection (STI) in England 1 with an estimated population prevalence rate of 5.0% in those aged under 20 years 2 and considerably higher rates in selected populations. 3 Efforts to reduce the rate of this infection, which has considerable implications for sexual and reproductive health, have increased over the past few years. The national chlamydia screening programme, currently being implemented across the country and expected to achieve national coverage by 2007, represents an important part of this effort. This opportunistic programme targets those aged under 25 years and operates predominantly through primary care facilities such as general practice and sexual health clinics. Consequently, primary health care professionals are becoming increasingly involved in the management of this infection.
There is an increasing move towards detection of chlamydia using samples such as urine and self-taken vaginal swabs. These increase the acceptability and ease of testing for patient and professional alike 4 and are likely to contribute to the routinisation of testing for chlamydia. However, diagnosis often has considerable impact upon the individual, being associated with notions of dirt, pollution and contamination. 5, 6 Stigma has been categorised as felt and enacted stigma. 7 It is specifically felt stigma, whereby the person experiences a fear of disclosure and an expectation of social sanctioning, which has been acknowledged in relation to STIs 8, 9 and recognised as contributing to people's reluctance to access treatment. [10] [11] [12] The point of diagnosis is important as the time at which such feelings may be realised and as an opportunity when they may be reinforced or challenged. This paper reports on findings from a qualitative study that explored the experiences of those treated for chlamydia, in particular those factors which influence an individual's response to diagnosis.
Methods
In-depth unstructured interviews were conducted with 50 individuals (40 females aged 16-29 and 10 males aged 18-33 years) who had been diagnosed with and treated for chlamydial infection. The mean age was 20 years and the median age was 17 years. The majority of the interviews (n = 44) were conducted in a genitourinary medicine (GUM) clinic based within a medium-sized district general hospital serving a semi-rural population with 1% ethnic minority in the Midlands region of the UK. Recruitment was opportunistic, and managed by the medical and nursing staff. The researcher was based in the unit for 1 day per week. Patients attending the clinic on that day in relation to chlamydial infection, either for diagnosis and treatment or follow-up (which was clinic policy at the time), were identified by staff and invited to participate in the study. They were offered the opportunity to be interviewed at that time or at a later date. All but one agreed to be interviewed at the time.
The second study site was the town centre family planning clinic (FPC) serving the same population. Those attending the clinic whose records indicated that they had ARTICLE had chlamydial infection within the last 12 months were invited to participate. The purpose of this approach was to gain a longer-term perspective from those individuals for whom the infection was a less recent event and to provide a means by which to access those who had not attended the GUM clinic. Recruitment difficulties limited the respondents to six females, all but one of whom had attended the GUM clinic in relation to their infection episode.
Exclusion criteria were those under 16 years of age for reasons of consent and those whose diagnosis had occurred prior to termination of pregnancy in consideration of the additional emotional elements associated with such a procedure. Interviews lasted between 10 minutes and 1 hour and took place in a consulting room in the clinic at the end of the patient's visit.
All interviews were conducted by the researcher and tape-recorded with the permission of the respondents. The interviews were fully transcribed. Pseudonyms and ages are included with the data extracts in this paper. The study had ethical approval from the local research ethics committee.
Data analysis
The data were analysed in accordance with the principles of grounded theory [13] [14] [15] using a coding and categorisation process. Initially, open codes were assigned to the data that reflected what had been said and what was going on. These open codes were then categorised and clustered. This process resulted in the development of core categories that were grounded in both the data and relevant theoretical concepts.
Results

Impact of diagnosis
For the women in this study, diagnosis of infection had occurred either in primary care (n = 25) or in the GUM clinic (n = 15). For the men, testing and diagnosis had occurred solely in the GUM clinic. Most of the respondents had presented with symptoms that resulted in them being tested for infection. In the majority of cases the diagnosis of chlamydial infection was unexpected and unanticipated even though most had known that one of the primary purposes of the testing to which they had submitted themselves was the detection of STIs. Diagnosis commonly produced a general feeling of bodily discomfort, which was experienced and expressed as a strong sense of contamination and a challenge to their sense of self.
"I felt dirty, I felt dirty, I just felt really dirty and that it shouldn't have happened to me." [Paula, 19]
"I thought I was dirty, I thought, I can't be dirty." [Steve, 18] The stigmatising effect of STIs is founded upon the social construction of these infections, which over the course of history have been associated with disreputable and immoral people and activities, their presence being taken as indicative of a breach of the moral code. This viewpoint may seem to reside in the historical legacy of such an infection and therefore have little currency in the present time, however the data indicated that it remains a prevalent societal view, resistant to the passage of time and the impact of public health efforts. Certain kinds of amoral behaviours were considered to predispose to infection and these behaviours were particularly associated with certain kinds of people.
"I knew about them, but I don't put myself in that group, do you know what I mean, like you put them in a group, like people that get diseases …. I didn't consider myself that type of person, I thought you had to be tarting about all the time to get owt like that." [Judy, 28]
The strength of response was variable and was not inevitable. Some, such as Sue (17) rejected the notion of dirtiness, considering that she had simply "slept with the wrong person", whilst others such as Sheila (29) were primarily relieved that the infection had been detected. Notwithstanding this, expressions of pollution or stigma arose spontaneously in more than two-thirds of the interviews. Many of those respondents described expressions of upset and distress, several of them being reduced to tears on discovering the diagnosis.
Communicating the diagnosis
The impact of diagnosis was tempered by the way in which it was communicated. Several respondents, all of whom had been diagnosed in primary care, described how they considered the situation to have been insensitively managed by the health professional. They perceived that the service provider morally condemned their sexual practices, which produced and intensified feelings of bodily pollution. This perception resulted from the way that the initial diagnosis, either in general or specific terms, was presented. For several of the respondents, the effect of this was a deeply distressing experience. The way in which the diagnosis was presented was important. If there was no accompanying discussion, or if there was an attempt to locate the infection in the behaviour either of the patient or her partner, then it had the effect of communicating not only the diagnosis but also the social construction of it, and the emotional response was amplified. Although the health professional may not have intended to convey a moral context when they were communicating the diagnosis, the sensitivity of the information heightened the significance of what was said and what was implied. In those who described extreme distress, the primary perception was of a diagnosis delivered in a detached and matter-of-fact way. It was the starkness of the information that was considered to be so traumatic, and the lack of explanation or opportunity for discussion or clarification that contributed to the emotional effect. It is difficult to imagine that those health professionals who made such statements could have had any concept of the effect that their dismissive attitude or their conjectures had upon the recipients of such information. However, the data underline how important the communication is at this point and the imperative of considering the impact of what is said upon someone in such a sensitive state.
Modifying the impact of diagnosis
When health professionals provided explanations, these constituted the means by which to challenge and therefore effectively undermine the impact of a chlamydial diagnosis. Certain key pieces of information appeared to have particular significance in this respect because they represented a tangible way of undermining the feeling of bodily pollution that accompanied diagnosis. By presenting the diagnosis in a contextualised way, many of the initial concerns and anxieties could be allayed. The importance of such information lay in the fact that it addressed the very common questions asked at the time of diagnosis and it provided the means through which to challenge the preconceptions and the social constructions that become highly significant at such a time. This information addressed the three elements of duration, commonality and transiency.
Duration. Those with chlamydia frequently ask 'Where did I get it from?' and 'How long have I had it?', reflecting the difficulty in determining the length of an infection that is largely asymptomatic. Such questions are potentially fraught with emotion because they represent a threat to relationships, bringing the sexual behaviour of one's self and one's partner into question. If there is no means by which to accurately determine the length of infection, there is no means by which to attribute its presence to the possibility of a concurrent relationship and the potential threat that this may pose to the relationship. For some respondents the possibility that they had had the infection for a long time was a cause of concern, not least because it may have caused damage to the reproductive system. However, focusing upon the inability to determine how long the infection had been present, and considering the possibility that it had been there for a long time, provided the means by which to understand it as something that was brought into the relationship at the outset rather than introduced at a later stage. For Yvonne, who had been in a stable relationship for 7 years, the possibility that she had had the infection for a long time was important because of the safety that it offered to her relationship.
"We were fine once we'd come here [to the GUM clinic] and they explained that it could lie dormant for quite a few years, it's not forced to be anyone playing away or anything." [Yvonne, 25]
Commonality. When the respondents found that they did have chlamydial infection, the sense of discomfort that it generated generally precluded any wish to discuss the diagnosis with others. There is a high degree of information control and secrecy associated with STIs; chlamydia is predominantly a secret condition. The effect of this is that even though chlamydia is a common infection, it is not very common for someone to know of someone else who has had that infection. This situation creates the illusion that acquiring the infection is a rare occurrence. Consequently, in the absence of any other information, those who found that they had the infection assumed that it was rare. The resultant feeling of isolation further contributed to their sense of dirtiness or otherness.
"Because I think at first, if the doctor says that to you [the diagnosis of infection] and you just feel so dirty as though you're the only one that it's happened to." [Jane, 26]
To discover that this infection was common was crucial in undermining feelings of contamination because it challenged these perceptions. For two of the respondents this was experiential: through the discovery of friends or acquaintances who had also had the infection. Liz described how knowing someone who had had this infection three times had made her feel better, whilst Paula identified how nice it had been to find someone else to talk to who had also been through the experience.
In other cases the relief came simply from being told that these infections were common.
"At first I felt uncomfortable with it, but when they explained it wasn't that serious and lots of people get it, I felt a little bit better about it." [Sarah, 26]
The metaphor of likening chlamydial infection to the common cold was frequently used by many of the staff in the GUM clinic, particularly the health advisor, and was recounted by a number of respondents. The term 'common cold' subtly portrays the significance of this comparison. Although the cold is recognised as a contagious condition passed from one person to another, it is an everyday occurrence, accepted as something to which we are all susceptible and to which we all succumb. Consequently there is no culpability and recrimination associated with its transmission. This understanding serves to challenge the whole social representation of the infection and may therefore reduce the perceived necessity for secrecy and the consequent impression of this infection as rare and therefore isolating.
Transiency. The knowledge that chlamydial infection is extremely responsive to treatment and can be rapidly and effectively eliminated from the body in the vast majority of cases, notwithstanding the possibility of residual pathological damage, played a key role in moderating the emotional responses to diagnosis. Many of the respondents reported a singular lack of understanding of the infection in terms of treatment and management, and they expressed extreme anxiety as to the consequences of the diagnosis. The knowledge that the infection could be eliminated by antibiotic therapy effectively undermined the majority of those initial responses.
"But they said we'll give you some treatment, some tablets, they told me that over the phone, so it like calms your nerves when they say it's just tablets to cure it." [Robert, 19] "Well, when I knew it were easily treatable, it stopped me worrying about it as much once I did realise that I'd got it." [Shirley, 16] The feeling of dirtiness emanated from knowing that they had the infection, that the infective organism was resident within their body. Consequently, elimination of the infection was associated with diminution of the feelings of dirtiness and the expressions of bodily contamination.
Discussion
These data indicate that the diagnosis of a chlamydial infection is often a cause of considerable distress and upset; however, the way in which the information is conveyed can have a significant impact upon that response, either reinforcing or diminishing the resultant feelings of bodily discomfort and pollution. In this respect the health professional and client interface is a highly sensitive one. The reactions of those health professionals who are involved in all aspects of the infection management come under intense scrutiny because the information that they convey is not biomedically neutral: it is charged with moral significance to the recipient who is highly sensitive to any inference of culpability or social labelling of behaviour at this time.
In relation to felt stigma, expectation of social sanctions from others may cause an individual to overreact in interactions; felt stigma in this respect is characterised by an amplification effect. The way that information is conveyed at all stages, the subtleties of communication and the content of explanations have a considerable effect upon the way that such information is received and the resultant impact upon the individual. Insensitive communications produce bad experiences that appear to have a devastating effect, whilst sensitive communications produce experiences that are positive in their effect, neutralising many of the initial concerns associated with diagnosis.
Melville et al. 16 propose a model of psychosocial responses to herpes simplex virus within which moderators are those factors that act as buffers to emotional and psychosocial responses. These include the information provided at diagnosis. In this study, discussion of the indeterminacy, the commonness and the treatability of infection serve as moderators because they provide a means by which to facilitate shedding of felt stigma and thereby reduce the overall emotional impact of the infection. These findings demonstrate the importance of careful and sensitive communication that acknowledges and addresses the primary concerns associated with this infection.
There are limitations to the present study. The majority of those interviewed were attending the GUM clinic for follow-up. The relatively high rate of non-attendance associated with this visit indicates that not everyone who has had this infection considers it important to return for follow-up. This necessarily limited the range of experiences reflected in these data and therefore represents a potential source of bias.
Recruitment through a third party was necessary for practical and ethical reasons, however it was problematic at times, being sensitive to organisational and staffing considerations in the clinics, and was largely responsible for poor recruitment at the second site. As a result it was not possible to include the experiences of those who had not attended the GUM clinic.
Males comprised only 20% of the sample, largely as a result of the recruitment process; fewer were invited to participate, particularly at the beginning of the study, and no males were recruited from the second site. The findings indicate similarities between the males and females, both in terms of their initial responses and the elements that were important in modifying those responses. These findings should, however, be treated with caution because the imbalance limited opportunity for gender comparisons.
Specific methodological considerations in this study include the location of the interviews and the status of the researcher as a health professional, which will have inevitably impacted upon what is voiced within an interview to an indeterminate extent. 17 Finally, although there was ongoing discussion of the findings, most notably with the research supervisor, the analysis was conducted solely by the researcher, which arguably represents a limitation of interpretation.
Conclusions
This study illustrates the impact of diagnostic communication upon the way in which people receive and respond to a diagnosis of chlamydial infection. It demonstrates the importance of sensitive management and the provision of contextualised information in undermining the feelings of dirt and contamination that commonly accompany this diagnosis. This information, which represents the patient perspective, is particularly pertinent at this time as the number of health professionals involved in the management of chlamydia increases.
